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ABSTRACT 
Background and Purpose 
The mentally ill population is more susceptible to IllY infections possibly due to 
impaired mental status resulting in poor insight and judgment in HIV sexual risk 
behavior. Specifically, depressed mood has been associated with negative effects on 
health risk perception, as well as increased health risk behavior. Understanding of the 
decision making process and HIV risk behavior in people with mental illness can help 
IV 
healthcare providers better adjust prevention strategies to address the specific needs of 
each client. 
Methods 
As part of a main study which aims to prevent HIV in the mentally ill population, 
this thesis utilized descriptive baseline data collected during the initial stages of the larger 
study. The first 75 HIV non-positive participants included in the main study were 
interviewed extensively with regard to their mood, mental status, and risk behaviors. 
Specifically, the Structured Clinical Interview for DSM-IV (SCID) was used to record 
current depressed mood, the demographics questionnaire to determine perception of 
general health and HIV risk, and the Timeline Follow Back (TLFB) method to collect 
HIV sexual risk behavior activity in the previous 3 months. 
Results 
We found a significant relationship (p = .034) between current depressed mood 
and poorer general health perception, no relationship (p= .768) between current depressed 
mood and HIV risk perception, and a trend (0.2 > p = .158) between current depressed 
mood and HIV sexual risk behavior. 
Conclusion 
Results in this study support the postulation that depressed mood can negatively 
affect health perception in general. However, it does not support the prediction that 
depressed mood is associated with perceived HIV specific risk. There is also a trend 
suggesting that future research should explore the relationship between depressed mood 
and sexual risk behavior. 
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INTRODUCTION 
mv 
Although the transmission rate of the Human Immunodeficiency Virus (HIV) has 
decreased by 89% since the 1980s (Holtgrave, Hall, Rhodes, & Wolitski, 2009) and new 
cases of HIV have stabilized in the past 20 years (CDC, 2009), data still reports that 
about 56,000 Americans become infected every year (Celentano et al. , 1998; Hall et al. , 
2008). The health burden of HIV remains high in the US with treatment for HIV and 
Acquired Immunodeficiency Syndrome (AIDS) costing an average of $20,000 U.S . 
dollars per patient per year in direct health care only-among those who actively seek 
treatment (Beck, Miners, & Tolley, 2001). Furthermore, HIV infection and AIDS, despite 
the evolution of science and the progression of culture, remains highly stigmatized 
(Reidpatb & Chan, 2005). Additionally, HIV causes more than just physiological burden; 
it can create psychological distress for those who are infected and their family and friends 
(Ankrah, 1993; Kalicbman, DiMarco, Austin, Luke, & DiFonzo, 2003). As a result of 
these burdens, the prevention of HIV infection bas become a much explored area among 
HIV research efforts (Galin et al., 2010). 
IDV and Risk Behaviors 
HIV is mainly transmitted through bodily fluids including vaginal fluids , seminal 
fluids (which include semen and pre-ejaculatory fluids) , breast milk, and blood (Stine & 
Stine, 1993). There are three major routes of transmission of the HIV virus: a) Blood 
inoculation, which includes transfusion of HN -infected blood and needle sharing among 
injection drug users; b) Sexual contact, which includes the exchange of seminal fluids, 
vaginal fluids or blood; and, c) Perinatal, which includes intrauterine infection, 
peripartum (during birth) infection, and transmission through breast feeding (Stine & 
Stine, 1993). Of these risks, unprotected sexual contact and injection drug use poses the 
biggest threat to the general population in the United States (Smith et al. , 2005; Stine & 
Stine, 1993). While injection drug use poses the highest probability of infection per 
incidence (Smith et al. , 2005), needle cleaning has been widely popularized and has been 
proven effective in reducing risk ofHN infection (Abdala, Gleghorn, Carney, & Heimer, 
2001). In other words, an active and chronic injection drug user can have little risk 
contracting HN if he or she does not share needles or practices correct procedures for 
needle cleaning. Unprotected sexual activities currently remain the most common route 
of transmission of HN in the United States (CDC, 2009; Jin et al. , 2010; Smith et al. , 
2005 ; Varghese, Maher, Peterman, Branson, & Steketee, 2002), including 87% among all 
those who were diagnosed with HN in 2009 (CDC, 2009). As a result, prevention of 
risky sexual behaviors, particularly unprotected anal and unprotected vaginal sexual 
intercourse (Jin et al. , 2010; Smith et al. , 2005; Varghese et al. , 2002), continue to be an 
area of research interest since they pose the highest sexual risk behavior. 
Mental Illness and HIV 
Three to 23% of the population living with serious mental illness have been found 
to be infected with HN (Rosenberg et al. , 2001), whereas the prevalence of HN 
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infection among the general American population is 0.3% (Torian, Chen, Rhodes, & 
Hall, 2011). This discrepancy demonstrates that mental illnesses not only affect 
psychological wellness but also physical wellness and quality of life. Furthermore, it is 
shown that the more debilitating their mental illness is, the higher their risk of contracting 
HIV (Wu, Rothbard, & Blank, 2011). 
Individuals living with mental illnesses may be at particularly high risk as their 
mental status contributes to the decision process of engaging in risky behaviors. For 
instance, one study has shown that 50% of the individuals diagnosed with a severe mental 
illness are consistent condom nonusers (Gonzalez-Torres et al. , 201 0) . 
Additionally, substance abuse is often a comorbidity of mental illnesses; 
approximately 50 percent of these individuals also suffer from substance dependence at 
some point in their lives (C. S. Meade, 2006). The rate of HIV infection is even higher 
for severely mentally ill patients who are also injection drug users or have sexual partners 
who are injection drug users (Power, Hartnoll, & Daviaud, 1988). The relationship 
among substance use, mental illness and risk is complex. Many people living with mental 
illnesses abuse substances as a coping mechanism, and/or drug use can independently be 
a factor in the development of mental illness (Brown, Ridgely, Peppe, Levine, & 
Ryglewicz, 1989; Mueser, Bennett, & Kushner, 1995), which in turn can lead to an 
unstable mental status and risky behaviors. 
Many factors may contribute to higher HIV risk among individuals with mental 
illnesses: behavioral impulsivity that leads to impulsive sexual relationships, comorbid 
substance abuse that leads to sexual activities under the influence, or low socio-economic 
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status that leads to sex trade to maintain drug use habit (C. S. Meade, 2006; C. S. Meade 
& Sikkema, 2005). 
Depression 
One specific mental state or disorder which may dispose some individuals to 
increased risk for HIV is Depression, which is the most prevalent mental disorder in the 
US (Kessler et al. , 2005; Kessler, Chiu, Demler, & Walters, 2005) and the world (Gotlib 
& Hammen, 2009). It is estimated that 16.6% of Americans suffer from clinically 
diagnosable depression some time during their lives (Kessler et al. , 2005). A Major 
Depressive episode is characterized by severely depressed mood and/or loss of interests 
for a period of two weeks or longer (American Psychiatric Association & American 
Psychiatric Association. Task Force on DSM-IV. , 2000). Major depression can severely 
affect an individual 's life-the dysregulated mood can cause unstable sleep patterns, 
extreme weight loss or gain, loss of concentration, sense of helplessness and 
hopelessness, psychomotor retardation, and in some cases, physical pain or thoughts of 
suicide (American Psychiatric Association & American Psychiatric Association. Task 
Force on DSM-IV., 2000). 
Depression and Cognition 
In addition to its negative psychological affects, depression has also been shown to 
cause cognitive impairment and impaired decision making, which may have implications 
for HIV risk. Such cognitive deficits include a decrease in information-processing speed 
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(Murphy et al. , 2001), impairment in immediate and remote memones (Conway & 
Giannopoulos, 1993 ; Gotlib & Hammen, 2009; Lee & Sternthal, 1999; Phelps, 2004; 
Teasdale & Fogarty, 1979), to distorted negative cognitive processing and construct 
formation that may also lead to worsening or future episodes of depression (Cella, 
Dymond, & Cooper, 2010; Conway & Giannopoulos, 1993 ; Teasdale & Fogarty, 1979; 
Teasdale, 1988). Furthermore, depression can longitudinally affect cognition even after 
recovery, causing decrease in pleasure in positive memories (J. Joormann, Siemer, & 
Gotlib, 2007) or executive function, visual-motor performance, concentration and 
attention (Paradiso, Lamberty, Garvey, & Robinson, 1997). Impaired cognition which 
leads to impaired information processing can result in impairment in decision making-
each of the impairments mentioned can affect an individual ' s health perception and risk 
behaviors. 
Mood Regulation in Depression 
Failure of mood regulation has been argued to be a central characteristic of all 
mental disorders including depression (Bradley, 1990; Labouvie-Vief, Hakim-Larson, 
DeVoe, & Schoeberlein, 1989; Larsen, 2000; Parkinson, Totterdell, Briner, & Reynolds, 
1996; Van Praag, 1990). Mood, by definition, is "a conscious state of mind or 
predominant emotion (Merriam-Webster, 1995)." Human beings, as social creatures, 
utilize mood regulation on a daily basis; we regulate mood in order to act professionally 
at work, to form and maintain interpersonal relationships, and to develop self-image and 
sustain maintain self-esteem. 
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Dysregulation, on the other hand, is "the impairment of a physiological regulatory 
mechanism (Merriam-Webster, 1995)." Mood dysregulation may lead to chaotic 
interpersonal relationships, unprofessional work behaviors, and dysfunctional self-
Images . 
Specifically, it has been proposed that dysregulated mood in depression leads to 
cognitive impairment (J. Joormann, 2005; J. Joormann et al. , 2007; Mayberg et al. , 1999). 
As mentioned previously, emotional states can affect the encoding, storage and retrieval 
of memories (J. Joormann et al., 2007; Lee & Stemthal, 1999; Phelps, 2004; Teasdale & 
Fogarty, 1979; Teasdale, 1988). Individuals with a depressed mood have the ability to 
retrieve unpleasant memories quicker (Teasdale & Fogarty, 1979); furthermore, 
individuals in a depressed state showed greater sadness after activating a positive 
memory (J. Joormann et al. , 2007). These studies have postulated that depressed mood 
can lead to both the formation and activation of unpleasant schemas, as well as impaired 
decision making regarding behavior (Hartlage, Alloy, Vazquez, & Dykman, 1993 ; Segal 
& Ingram, 1994; Teasdale, 1983). It is therefore reasonable to hypothesize that depressed 
individuals may negatively perceive their surrounding environment, thereby leading to a 
negative perception of health, including a perception of a higher risk for HIV. 
Health Decision Making 
Rosenstock ( 1965) developed the Health Belief Model which focuses on the 
decision processes involving disease prevention and health behavior change (I. 
Rosenstock, 1965). Through the past few decades, the model has been tested and applied 
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to multiple healthcare settings, including HIV risk behavior prevention (I. M. 
Rosenstock, Strecher, & Becker, 1994b; Strecher & Rosenstock, 1997). 
The Health Belief model postulates four dimensions of a health-related decision: 
perceived susceptibility, perceived severity, perceived benefits and perceived barriers 
(Janz & Becker, 1984; I. Rosenstock, 1965). Furthermore, the model identifies intrinsic 
modifying factors , including but not limited to: age, sex, ethnicity, personality, 
socioeconomic factors and knowledge (Janz & Becker, 1984; I. Rosenstock, 1965). 
Additionally, a cue to action can be an extrinsic factor that increases readiness to act and 
triggers the cognitive process involved in decision making (I. Rosenstock, 1965). 
Individual Modifying Factors Likelihood of 
Perceptions Action 
Age, Sex, 
Perceived Benefits Ethnicity, 
... minus Personality, 
Socioeconomic, Perceived Barrier 
Knowledge 
l 1 Perceived 
Susceptibility/ ~ Perceived ~ Likelihood of Perceived Threat Behavior 
Severity 
t 
Cues to Action 
Figure 1: The original Health BeliefModel (Stretcher & Rosenstock, 1997). 
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The health belief model has been applied to HIV Prevention (I. M. Rosenstock, 
Strecher, & Becker, 1994a) and a number of studies have suggested that dysregulated 
mood can affect an individual's decision making process and health behavior choices 
(Cella et al., 2010; Conway & Giannopoulos, 1993; Forgas, 1995; Joe, Knezek, Watson, 
& Simpson, 1991 ; Loewenstein, Weber, Hsee, & Welch, 2001; Murphy et al., 2001 ; 
Rubinsztein, Michael, Underwood, Tempest, & Sahakian, 2006; von Helversen, Wilke, 
Johnson, Schmid, & Klapp,). Specifically, depressive mood can impair decision making 
(Huys, Vogelstein, & Dayan, 2009; Raghunathan & Pham, 1999), potentially leading to 
HIV risk behaviors. 
Individual 
Perceptions 
Perceived 
Susceptibility/ 
Perceived 
Severity 
~ 
Modifying Factors 
Age, Sex, 
Ethnicity, 
Personality, 
Socioeconomic, 
Knowledge 
Dysregulated 
Mood 
I 
Perceived 
Threat 
t 
Cues to Action 
Likelihood of 
Action 
Perceived Benefits 
• 
minus 
Perceived Barrier 
1 
~ Likelihood of Behavior 
Figure 2: Modified Health Belief Model (Stretcher & Rosenstock, 1997), with 
dysregulated mood as an intrinsic modifying factor. 
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As a result, it can be proposed that dysregulated mood can be an essential part of a 
health decision-namely, dysregulated mood acts as part of the intrinsic modifying 
factors in the health belief model (Figure 2). 
While some argue that the negative portfolio of schemas may be accessible to 
depressed individuals and therefore cause general risk aversion (Leahy, 2001; Leahy, 
2004a), others propose that depressive mood leads individuals to seek out excitement in 
hopes to improve mood and thus engage in higher frequency of risk behaviors (Blatt, 
1991; Huys et al., 2009; Kosunen, Kaltiala-Heino, Rimpela, & Laippala, 2003; 
Raghunathan & Pharo, 1999). For the purposes of this study of at-risk individuals we 
hypothesized that those endorsing current depressed mood would also exhibit impaired 
decision making process- thus engaging in higher risk for unprotected anal and vaginal 
intercourse compared to their non-depressed counterparts. 
Hypothesis 
Hypothesis 1- There is a relationship between perceived health risk and current 
depressed mood: 
In a sample of mentally ill individuals at risk for HIV, those who report current 
depressed mood are more likely to endorse 1a): poor general health and lb): increased 
perception of risk for HIV compared to their counterparts who do not report current 
depressed mood. 
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Hypothesis 2-There IS a relationship between HIV sexual risk behaviors and 
current depressed mood: 
In a sample of mentally ill individuals at risk for HIV, those who report current 
depressed mood are more likely to report increased engagement in unprotected vaginal 
and or unprotected anal sex compared to their counterparts who do not report current 
depressed mood. 
lO 
METHODS 
Main Study 
The main study is a two-arm randomized controlled trial for seriously mentally ill 
adults (SMI) engaging in risky sexual and/or drug use behavior, comparing a brief HN 
primary and secondary prevention intervention [Skills building and Motivational 
Interviewing (SB-MI) to Care as Usual (CAU)]. The study setting is a large urban safety 
net Medical Center and outcomes will be measured at 3, 6, 9 and 12 months . The subjects 
include men and women with and without HIV, from various ethnic and racial groups, 
sexual orientations and housing arrangements, as well as a range of psychiatric disorders 
and functional capacities. A sub-study will also be conducted to examine the impact of an 
additional booster session for those in SBMI condition after their 6 month follow-up. The 
goals of the main study are to examine the effectiveness of primary and secondary risk 
reduction strategies intended to decrease HIV risk behavior and to increase HIV 
prevention knowledge and motivation for a particularly disenfranchised urban population 
(Brady, 2010). 
Thesis Study 
The study presented in this paper is exploratory and utilizes existing data from the 
baseline evaluation for the main study. Current mood, specifically current depressed 
mood, was examined, as was general health perception, HIV risk perception, and sexual 
risk behaviors. The aim is to explore whether mood states can affect health perception 
and behavior in individuals at risk for HIV infection. 
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Participants 
Participants were recruited primarily through the Boston Medical Center (BMC) 
health network, including but not limited to Behavioral Health Outpatient Clinic, the 
Center for HIV/AIDS Care and Research, Emergency Department, Ambulatory Care 
Clinic, Boston-area shelters and other resource centers for homeless and disenfranchised 
individuals. Participants were also self-referred through friends, family and other clinical 
health workers and care providers (Brady, 2010). 
All participants were at least 19 years of age, and met criteria for having a serious 
mental illness (SMI) and engaging in HIV risk behavior during the previous 3 months. 
In this study, Serious Mental illness refers to a functional impairment as a result 
of mental disorders that substantially interferes with or limits life activities and the ability 
to meet ordinary demands. Qualified disorders include: 1) psychotic spectrum disorders, 
2) mood disorders (excluding dysthymia and depression related to a medical condition), 
3) anxiety disorders (excluding those related to a medical condition and/or substance 
abuse) and 4) dissociative disorders (Brady, 2010). 
As for HIV risk, participants must report at least one HIV risk behavior during the 
previous 3 months. A three-month time period was chosen because it is consistent with 
previous methodologies (M. P. Carey, Carey, Maisto, Gordon, & Weinhardt, 2001; 
Melendez, Hoffman, Exner, Leu, & Ehrhardt, 2003) and because evidence suggests this 
is short enough for participants to recall behaviors with reasonable reliability and long 
enough to capture lower-frequency behaviors (M. P. Carey et al., 2004; Dancy, 
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Marcantonio, & Norr, 2000). To extend the time period would threaten the validity of 
self-report data and to reduce the time period could miss episodic low frequency but high 
risk behavior, characteristic of this population (Brady, 201 0). 
HIV risk behaviors was more broadly defined in the main study to include the 
following: 1) unprotected (i.e. without an effective barrier) vaginal intercourse, 2) 
unprotected anal intercourse, 3) unprotected oral intercourse, 4) sharing intravenous drug 
needles and/or works without following CDC cleaning guidelines, and 5) engaging in 
sexual activity while under the influence of alcohol or psychoactive drugs. Although the 
risk of HIV related to oral intercourse is somewhat unclear, it was included based on 
findings that oral lesions, STDs, and trauma to the oral cavity may increase risk of 
transmission via oral sex (Wolitski & Branson, 2002). The poor oral hygiene and 
periodontal disease in the population of this study, as well as high rates of STDs, suggest 
it is appropriate to include oral intercourse as an HIV risk behavior. Clinical judgment 
was used to assess the degree to which these behaviors meet our criteria for risk (Brady, 
2010). However, in this thesis study, HIV sexual risk behaviors are specifically analyzed 
and include only unprotected anal and unprotected vaginal sex due to their much higher 
rates of infection (CDC, 2009; Jin et al. , 2010; Smith et al., 2005 ; Varghese et al. , 2002). 
Furthermore, while included in the main study, participants who have tested to be 
HIV positive were excluded in this study. It has been shown that individuals who are 
aware of their HIV seropositive statuses have different health perceptions and sexual 
behavior patterns than those who are unaware or do not have HIV (Kelly et al. , 1993; 
Lauby et al. , 2008; Weinbardt, Carey, Johnson, & Bickham, 1999). 
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Detailed inclusion criteria and recruitment sources can be found in appendix 1. 
Measures 
General Health Perception and HIV Risk Perception 
A detailed demographic questionnaire was designed for the mam study and 
administered at baseline. These data include age, gender, race/ethnicity, HIV status, 
sexual orientation, religious affiliation, educational and occupational attainment, living 
arrangements and stability of housing, relationship status, and current health status with a 
focus on HIV risk co-factors (illness due to substance use, sexually transmitted diseases 
etc.). HIV-specific questions were also included for subjects and assessed 1) whether a 
subject bad been diagnosed with HIV and/or AIDS, 2) the perceived likelihood of testing 
positive for HIV/AIDS (for those of unknown status), 3) most recent HIV testing, 4) 
barriers to testing, 5) current interest in testing; and 6) health markers for those who have 
documented to be HIV -seropositive (e.g., CD4 count, viral load) . This instrument was 
administered in full to all participants at baseline (Brady, 201 0). 
Measures of general health perception and HIV risk perception were extracted 
from this demographic inventory. Specifically, General Health Perception was defined by 
the question: 
" In general, would you say your health is . . . " 
Answer options were structured in Likert scale as follows: 
1. Excellent 
2. Very Good 
3. Good 
4. Fair 
5. Poor 
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HIV Risk Perception was defined by the question: 
"What do you think is the likelihood that you will contract HIV?" 
Answer options were structured in Likert scale as follows: 
1. Almost certainly will not 
2. Small or very small likelihood 
3. Some chance 
4. Large or very large likelihood 
5. Almost certainly will 
Current Depressed Mood Measurement 
The Structured Clinical Interview for DSM-IV (SCID-I & SCID-II) (M. B. First, 
Spitzer, & Williams, 1997; M. First, Spitzer, Gibbon, & Williams, 2002) is a semi-
structured interview generally considered to be the gold-standard assessment instrument 
in research for diagnosis of DSM-IV Axis I and II disorders, containing individual 
modules for each diagnosis (Rabkin, Ferrando, Jacobsberg, & Fishman, 1997). The SCID 
has been successfully utilized for SMI populations (Graeber, Moyers, Griffith, Guajardo, 
& Tonigan, 2003). For this study, current depressed mood is assessed by the question: 
"In the last month, has there been a period of time when you were feeling depressed or 
down most of the day nearly every day. If yes: How long did it last? (As long as two 
weeks?)" 
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Sexual Risk Behaviors 
The Timeline Follow Back (TLFB) (Sobell & Sobell, 1992) interview is a 
validated assessment strategy used to assess frequency of target behaviors, including 
sexual and drug risk behavior utilized in this study. Originally developed for use with 
alcohol addiction and more recently adapted for measuring sexual risk behavior, the 
TLFB has demonstrated sound validity and reliability among wide-ranging populations 
(M. P. Carey et al. , 2001 ; Fals-Stewart, O'Farrell, Freitas, McFarlin, & Rutigliano, 2000), 
and also specifically for the SMI population. The TLFB utilizes calendars to aid in the 
identification and use of anchoring dates and events to facilitate participants' recall of 
discrete events of interest (McAuliffe, DiFranceisco, & Reed, 2007). The TLFB 
effectively measured sexual and drug use risk behaviors during the previous three 
months, including the following: 1) number and type (e.g. casual versus steady) of sexual 
partners; 2) frequency of unprotected vaginal, anal, and oral intercourse; 3) frequency of 
sexual activity while under the influence of alcohol and/or drugs; and 4) frequency of 
intravenous drug use and methods of cleaning needles and works (Brady, 201 0). 
For this study, sexual risk behaviors were defined by total acts of unprotected 
vaginal and unprotected anal sexual intercourses. 
Variables Analyzed and Study Design 
The independent variable for this study was the presence of current depressed 
mood. Answers for the question: "In the last month, has there been a period of time when 
you were feeling depressed or down most of the day nearly every day. If yes: How long 
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did it last? (As long as two weeks?)" were categorized into threshold and sub-threshold in 
which individuals who were above threshold met criteria for current depressed mood and 
those who were sub-threshold did not have current depressed mood. 
The dependent variables of this study were a) general health perception, b) HIV 
risk perception, and c) sexual risk behavior. 
General health perception was defined by the question "In general, would you say 
your health is ... " with answer options 1) Excellent, 2) Very Good, 3) Good, 4) Fair or 5) 
Poor. Answers were categorized into 1) excellent or very good health perception, 2) good 
health perception, or 3) fair or poor health perception. The collapse of variables for this 
study was done because of low numbers of individuals who answered "excellent" or 
"poor." 
HIV risk perception was defined by the question "What do you think is the 
likelihood that you will contract HIV?" with answer options 1) Almost certainly will not, 
2) Small or very small likelihood, 3) Some chance, 4) Large or very large likelihood, or 
5) Almost certainly will. Answers were categorized into 1) low HIV risk perception, 2) 
moderate HIV risk perception, or 3) high HIV risk perception. Variables were collapsed 
because of low numbers of individuals who answered either "almost certainly will not" or 
"almost certainly will." 
HIV sexual risk behavior is defined by the total number of unprotected anal and/or 
vaginal sexual intercourse acts. Total numbers of vaginal and anal sexual acts were collected 
-total numbers ofunprotected vaginal and anal sexual acts were obtained by subtracting 
vaginal and anal sexual acts in which barriers were used from the total number of reported 
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sexual acts. Total acts of unprotected vaginal intercourse and total acts of unprotected anal 
intercourse were combined to quantify HIV sexual risk behavior. 
For the purpose of data analysis, HIV sexual risk were categorized into 1) Risk and 2) 
No risk. Categorizing was necessary due to the frequency of sex acts reported by a small 
sample of sex workers, skewing the sample data set. Additionally, the modes for both 
unprotected vaginal and anal sex were zero-making it more reasonable to classify 
participants into individuals who engaged in HIV sexual risk behavior or those who did not 
engage in HIV sexual risk behavior. 
Statistical Methods 
Chi-squared tests were used to examine differences in between current depressed 
and non-depressed mood states according to the following variables: general health 
perception, HIV risk perception and HIV sexual risk behaviors. 
Pearson's Chi-squared p-values were reported for 2X3 contingency tables: current 
mood vs. general health perception and current mood vs. HIV risk perception. Fisher 
exact p-values were reported for the 2X2 contingency table: current mood vs. HIV sexual 
risk behavior. 
All analyses were conducted m SPSS versiOn 17.0. A p-value of <0.05 was 
considered significant. 
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RESULTS 
There was a significant difference (p < .05) in general health perception between 
those who endorse current depressed mood and those who endorse current non-depressed 
mood, x2 (2, N= 75) = 6.756,p = .034 (Table 1). 
Table 1: Health Perception versus current depressed or non-depressed mood: 
Current Mood State 
No Current Current 
Depressed Depressed 
Mood Mood Total 
Excellent to 9 6 15 Very Good Count (12.0%) (8.0%) (20.0%) Health 
Perception 
Perception Good Count 6 18 24 
of Health Health (8.0%) (24.0%) (32.0%) 
Perception 
Poor to Fair Count 9 27 36 Health (12.0%) (36.0%) (48.0%) 
Perception 
Total 24 51 75 (32.0%) (68.0%) (100.0%) 
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There was no significant difference (p < .05) in HIV risk perception between those 
who endorses current depressed mood and those who endorses current non-depressed 
mood, i (2, N = 73) = 0.528 , p = . 768 (Table 2). 
Table 2: HIV risk perception versus current depressed or non-depressed mood: 
Current Mood State 
No Current Current 
Depressed Depressed 
Mood Mood Total 
Low Count 10 19 29 HJV Risk (13.7%) (26.0%) (39.7%) 
Perception 
Perception Moderate Count 12 23 35 
of Health HIV Risk (16.4%) (31.5%) (47.9%) 
Perception 
High Count 2 7 9 HIV Risk (2.7%) (9.6%) (12.3%) 
Perception 
Total 24 49 73 (32.9%) (67.1 %) (100.0%) 
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There was a trend ( p < .20) but no significant difference (p < .05) in engaging in 
HIV sexual risk behavior between those who endorses current depressed mood and those 
who endorse current non-depressed mood, (Fisher's Exact Test) p = .158 (Table 3). 
Table 3: HIV sexual risk behavior versus current depressed or non-depressed mood: 
Current Mood State 
No Current Current 
Depressed Depressed 
Mood Mood Total 
NoHN 
Count 6 5 11 HIV Sexual Risk (8.0%) (6.7%) (14.7%) 
Sexual Behavior 
Risk HIV 18 46 64 Behavior Sexual Risk Count (24.0%) (61.3%) (85.3%) 
Behavior 
Total 24 51 75 (32.0%) (68.0%) (100.0%) 
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DISCUSSION 
The results of this study indicate that in the mentally ill urban population at risk for 
HIV, individuals who reported current depressed mood also reported poorer perceived 
general health. However, these same individuals did not report a higher HIV specific risk. 
Lastly, while there was no statistical significance, there was a clear trend that indicated 
higher HIV sexual risk behavior was associated with current depressed mood. 
This project is an explorative sub-study within the main study where the goal is to 
identify the efficacy of different HIV risk prevention strategies. In this sub-study, current 
depressive mood is the central focus as we were interested in exploring the relationship 
between mood status, health perception and sexual risk behavior. 
Hypothesis 1- Current Depressed Mood and Perceived Health Risks 
In a depressive mood state, individuals tend to view the world through a depressive 
lens, thus encoding memories as depressive (Hartlage et al. , 1993; Segal & Ingram, 1994; 
Teasdale, 1983); furthermore, it is also speculated that individuals in a depressive mood 
state retrieve depressively coded memories faster-and thus utilize these readily available 
depressive memories and schemas when making judgments (Hockey, Maule, Clough, & 
Bdzola, 2000; Leahy, 2001; Leahy, 2004b; Teasdale & Fogarty, 1979; Teasdale, 1988). 
The significant correlation between current depressed mood and poorer global health 
perception in this study corroborates with the aforementioned literature. 
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It would be reasonable to speculate that a similar decision process underlies the 
interpretations of one's general health and more specific HIV risk. However, the results 
of this study suggest that there was no significant relationship between current depressed 
mood and HIV risk perception. Several reasons may contribute to this discrepancy. 
First, it is evident that general health is a global, macroscopic perception; whereas 
HIV risk is a very specific aspect of health. It can be speculated that when asked about 
one' s perception of his or her health, non-specific and readily available schemas are 
utilized to make such an interpretation. Thus, depressed people may readily endorse 
global health risk. In contrast, when asked about a specific aspect of health such as HIV, 
depressed individuals may have to utilize specific knowledge and experiences to make 
this interpretation. However, studies have suggested that depressed individuals have 
difficulty organizing information in a specific manner without extensive prompting 
(Dalgleish & Cox, 2000; Weingartner et al. , 1981 ), which may lead to further difficulty in 
assessing specific risks such as HIV. A parallel explanation can be made for the results 
presented in this study: making an interpretation of general health does not demand the 
utilization of complex cognitive schemas, whereas perception of a specific disease state, 
such as HIV, prompts more specific searches for an appropriate answer. As a result, 
general health perception was affected by current mood, but specific HIV risk perception 
was not. 
A further explanation for the results can be made based on the theories of schemas 
(Anderson, Spiro, & Anderson, 1978). General health is an overarching concept that can 
activate many available schemas-in the case of individuals with current depressed 
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mood, much of the readily retrievable information is affectively influenced by their 
depressed mood. On the other hand, HIV risk is a singular and specific item within the 
concept of health-and therefore there is less readily available information independent 
of depressed mood. Lastly, this effect can be more prominent in this particular 
disenfranchised population, in which HIV information is less readily available. 
Readily Retrievable Information 
Regarding Health 
Affectively Laden 
Readily Retrievable Information 
ReQardinQ Health 
Readily Retrievable Information 
Regarding HIV Risk 
Affectively Laden 
Readily Retrievable Information 
ReQardinQ Health 
Figure 3: Relative readily retrievable information regarding health and HN risk. 
Another possible explanation to negate the relationship between current depressed 
mood and HIV risk perception is that participants, particularly in a mentally ill and at-risk 
population, can be overwhelmed with the question due to the serious and stigmatized 
nature of the illness and/or a self-perceived inadequacy of knowledge. This emotional or 
affective response could lead subjects to answer either untruthfully or unpredictably-
leading to a lack of pattern. 
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Regardless of the results found, there are several limitations with regard to the 
suggested relationship between current depressed mood and health risk perceptions. First, 
as the main study is an ongoing study with multiple follow up visits, this study is limited 
to the data that has been collected for eligible participants enrolled in the study to date. 
The small sample (N = 75) in this sub-study makes statistical analysis less powerful and 
less conclusive. 
On a different note, smce the results indicate a relationship between current 
depressed mood and health risk perceptions, there is no clear direction of causality. While 
it is argued that current depressed mood can affect health risk perception, the opposite 
can be argued as well. Nevertheless, it is still possible that mood and perception affect 
each other bi-directionally. 
As previously mentioned, the eligibility criteria for the main study enrolls subjects 
who are mentally ill and at risk for HIV. Comparing health and risk perception within the 
same urban, disenfranchised and burdened individuals can be limiting- in other words, if 
a healthy, illness-free population is compared with another healthy, illness-free sample of 
individuals who endorses current depressed mood, then the effects of the depressed mood 
could be more prominent. The participants in this study are often concurrently diagnosed 
with multiple illnesses or addictions, making the outcome more convoluted. 
Moreover, a population that engages in HIV risk behavior at baseline might not be 
as immediately concerned about the risk of HIV. While one can argue that there are fewer 
opportunities to learn about HIV and prevention in this population, it is also possible to 
argue that their baseline mental instability causes impulsive and careless behaviors. 
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Regardless of the reasons behind the lack of perception of HIV specific risk, this 
population might have general knowledge and positive perception of health, but a skewed 
perception of HIV at baseline-leading to a null result in terms of mood and HIV risk 
perception. 
However, while this population poses a challenge to the analysis of health and risk 
perceptions, it is a highly representative population in terms of individuals at risk for HIV 
in an urban setting (M. P. Carey, Weinhardt, & Carey, 1995; Gonzalez-Torres et al., 
2010). 
Hypothesis 2-Current Depressed Mood and IDV Sexual Risk Behaviors 
The results show that while there is no significant relationship between current 
depressed mood and HIV sexual risk behavior, there is a clear trend. In fact , it is arguable 
that significance was lost within statistics because of the relative small N and skewed 
sample. Below are the abbreviated results of the study and the abbreviated results if all 
groups were to be proportionally doubled. 
As it can be seen in table 4, chi-squared tests can create false negative results when 
N is low and specifically when any category has a count of 5 or less. In conclusion, while 
there is not enough N or power to achieve statistical signjficance, an observable trend can 
be seen in this initial set of data from the main study. 
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Table 4: Abbreviated results for current depressed mood and HIV sexual risk behavior: 
Original results (above), and proportionally expanded results (below). 
No Current Current 
Depressed Depressed Original Results 
Mood Mood 
No Risk 6 5 Fisher's Exact 
Two-Tailed 
Risk 18 46 Q= 0.1580 
No Current Current Proportionally Depressed Depressed 
Mood Mood Expanded Results 
No Risk 12 10 Fisher's Exact 
Two-Tailed 
Risk 36 92 {!. = 0.0240 
The relationship between current depressed mood and HIV sexual risk behaviors 
cannot be explained by the original Health Belief Model (I. Rosenstock, 1965; Strecher & 
Rosenstock, 1997). The original model, fust developed in the 1960s, does not consider 
mental status as a function of the decision process; in other words, the original Health 
Belief Model assumes stable mental status during all health decision making-which is 
not always the case. Even in a mental illness-free individual, anxiety can be easily 
provoked when faced with an important health decision. As a result, a Health Belief 
Model customized for HIV sexual risk behavior should be proposed to include mental 
status as an intrinsic modifying factor (figure 4). 
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Individual Modifying Factors Likelihood of 
Perceptions Action 
Age, Sex, Perceived Benefits 
Ethnicity, (Protected from 
Personality, ~ 
HIV and STDs) 
Socioeconomic, vs. 
Knowledge Perceived Barrier 
Current 
(Trouble of Using 
Protection and 
Depressed Decrease in Moood Stimulation) 
• • Perceived t Likelihood of Threat Using 
of Unprotected Protection 
Perceived Intercourse During 
Susceptibility Intercourse 
toHIV - t 
Prompting 
Safer Sex 
Figure 4: Health Belief Model (Stretcher & Rosenstock, 1997) applied specifically to HIV 
sexual risk behavior, with postulated directional modification by current depressed mood. 
In the case of HIV sexual risk behavior, while individuals may understand the risk 
of HIV infection in unprotected sexual intercourse, their current depressed mood could 
affect the health decision making process. Consistent with previous research, individuals 
who are suffering from depressed mood may incorrectly outweigh the benefits of risk-
taking behaviors in the hopes that the stimulation (particularly pronounced in sex) can 
improve their mood (Blatt, 1991 ; Huys et al., 2009; Kosunen et al., 2003; Raghunathan & 
Pham, 1999). In other words, from the results of this study, it can be postulated that 
depressive mood dysregulation can result in a perception of poor health and or reduce the 
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perceived benefits and increase the perceived barrier of using protection during sexual 
intercourse. 
The above interpretation is simply one out of many possible explanations. Multiple 
factors can affect mental status and eventually interfere with health decision making. In 
the case of sexual behavior, it bas been shown that sexual arousal can significantly affect 
decision making and judgment (Ariely & Loewenstein, 2006). It can be hypothesized that 
the effects of sexual arousal further magnify the "thrill-seeking" attitude in individuals 
with current depressed mood, leading to unprotected anal and vaginal sex. 
While several explanations have been provided for the increase m sexual risk 
behavior in individuals with current depressed mood, there are still limitations to the 
results of this study. Again, because of the nature of the data and statistical analysis, the 
directionality of the relationship cannot yet be confirmed; it is a possibility that recent 
HIV sexual risk behaviors caused the current depressed mood. 
In addition, the population in this study poses several potential confounding 
factors. This mentally ill population suffers from many comorbid mental illnesses-it is 
possible that the results seen were not relevant to current depressed mood but were in fact 
a combination of other comorbid conditions. Furthermore, mental illness at baseline can 
easily lead to disorganized behavior; however, it is unknown bow disorganized behavior 
may have affected the outcome. Disorganization could lead to poor impulse control, 
thereby affecting sexual risk-taking behaviors. It could also lead to randomness, which 
can muddle patterns of sexual risk-taking behaviors. 
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The population in this study reports engaging in some form of HIV risk behavior at 
baseline. Nevertheless, the baseline risk behavior could affect the results in both 
directions. A general disregard toward the risk of HIV, whether caused by a lack of 
knowledge or inability to understand risk as a function of mental illness, could lead to an 
inflated pattern of HIV sexual risk behavior-leading to a falsely observed pattern in this 
study. On the other hand, a general disregard toward HIV risk could also affect 
individuals ' interpretation of unprotected sexual intercourse as less risky- which may 
help to explain the lack of relationship significance observed in this sub-study. 
Nevertheless, it is important to emphasize that this diverse and disenfranchised 
population is representative of individuals who are at-risk or currently living with HIV. 
These results provide additional insight into the effects of current mood and HIV sexual 
risk behaviors; with more understanding behind the behavioral pattern, better prevention 
strategies can be utilized. 
Future Studies 
Future studies should continue to examine the relationships between mood, mental 
status, and HIV risk perception and behaviors. 
First and foremost, a larger N for the study can clarify some of the findings. Since 
the primary study is ongoing, these same data could be collected at a later date in order to 
increase statistical power to detect meaningful differences. While this specific population 
is representative of individuals at risk for HIV, it also comes with confounding factors 
such as comorbid mental illness and substance use affecting HIV risk behavior. It would 
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be helpful to compare HN sexual risk behavior within a population free of mental 
illnesses. Since current depressed mood is not synonymous with current clinical 
depression, individuals with current depressed mood who do not meet criteria for clinical 
depression should be compared with a control population with no current depressed 
mood. This comparison would give a more concrete pattern of HIV sexual risk behavior. 
Also of importance would be a comparison of severity of depressed mood and 
depression, which could help further clarify the relationship between mood and HIV 
sexual risk behavior. Individuals with chronic clinical depression could be compared with 
those who have intermittent clinical depression, single episodes of clinical depression, 
and those who endorse current depressed mood but do not meet criteria for clinical 
depressive episodes. The more continuously scaled comparison could show a consistent 
pattern, a ceiling effect, or even a reverse pattern in which individuals become so 
depressed that they engage in no sexual activities at all. 
Furthermore, specific analysis could be performed to investigate a possible 
difference between male and female participants. It can be speculated that depressed 
males may engage in less frequent risk behavior as the severity of depression increases 
because of anhedonia and loss of libido; whereas female participants, due to their being 
likely targets for sexual victimization, would be involved in a higher frequency of HIV 
sexual risk behavior, regardless of the severity of depression (Figure 5). 
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Frequency 
ofHN 
Sexual 
Risk 
Behavior 
Severity of Depression 
Women 
Men 
Figure 5: Speculated HIV sexual risk behavior frequency versus depression severity 
projections in men and women. · 
Longitudinal studies that follow depression severity and risk behaviors could give 
the same results but with less subject-to-subject variation. Furthermore, the mood pattern 
and risk behavior frequencies can be observed longitudinally in a population with Bipolar 
illness, further analyzing depressed mood, euthymic mood and manic mood and their 
relationships with sexual risk behaviors. 
To increase the statistical power and validity of the test, HIV sexual risk behaviors 
could also be transformed into a continuous scale, with unprotected anal sex giving the 
highest risk, unprotected vaginal sex the second and unprotected oral sex with very low 
risk (Jin et al., 2010; Smith et al., 2005; Varghese et al., 2002). Additionally, other HIV 
risk behaviors such as IV drug use could also be transformed into a continuous scale 
based on the degree of needle cleaning and sharing. While it can be extremely tedious 
and difficult to obtain such detailed information in regards to HIV risk behaviors-
especially within an IV drug-using population-it could provide clearer data and 
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directionality that increases further understanding of the decision-making process behind 
the HIV risk behaviors. 
It is worth noting that unprotected anal sex and unprotected vaginal sex were also 
analyzed separately. The results of unprotected vaginal sex are very similar to those of 
the combined unprotected vaginal and/or anal sex, but unprotected anal sex alone showed 
no trend. Upon further observation, evidence showed that in this particular set of 75 
subjects, all who engaged in unprotected anal sex also engaged in unprotected vaginal sex 
(except for one); however, those who engaged in unprotected vaginal sex did not 
necessarily engage in unprotected anal sex. As a result, unprotected vaginal and anal sex 
acts are combined into one category of"HIV sexual risk behaviors." 
HIV prevention involves both HIV transmission and HIV infection-that is, 
preventing HIV seropositive individuals from infecting others, and preventing HIV 
negative individuals from contracting HIV. Preventing the spread ofHIV from its source 
could be far more effective than the latter. In this study, individuals who had identified as 
HIV seropositive were primarily screened out because of the fact that different thought 
processes underlie their risk perception, and also, data suggests they have different 
patterns of sexual behavior (Kelly et al., 1993; Lauby et al., 2008; Weinhardt et al. , 
1999). Despite the knowledge that there is a difference, we currently have little data on 
the actual decision-making process in HIV -seropositive individuals in terms of HIV risk 
behaviors. It would be valuable for researchers to explore the effects of mental status and 
mood on HIV risk behavior in HIV -seropositive individuals. 
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CONCLUSION 
This study shows a relationship between current depressed mood and general 
health perception. Furthermore, a trend of higher HIV sexual risk behavior with current 
depressed mood is also observed. There are many possible explanations for this finding, 
including that of the modified Health Belief Model, in which mental status plays an 
important role as a modifier in health decision making. However, there are limitations to 
this study, including a small N and a population with comorbid mental illnesses and 
substance use. Ultimately, this study builds a foundation for analyzing the relationship 
between mood and HIV sexual risk behavior; laying the groundwork for future studies 
designed to further understand the decision making behind HIV risk behaviors and the 
further prevention of the spread ofHIV. 
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APPENDICES 
Appendix I : Complete Inclusion Criteria and Recruitment Sites 
Inclusion Criteria 
Serious Mental illness: Participants eligible for inclusion in the study must meet criteria 
for a serious mental illness (SMI) and have engaged in HN risk behavior during the 
previous 3 months. SMI criteria includes functional impairment as a result of mental 
disorders that substantially interferes with or limits life activities and the ability to meet 
ordinary demands. We will restrict our sample to qualified primary disorders for SMI 
recognized by many state mental health authorities. Qualified disorders include: 1) 
psychotic spectrum disorders, 2) mood disorders (excluding dysthymia and depression 
related to a medical condition), 3) anxiety disorders (excluding those related to a medical 
condition and/or substance abuse) and 4) dissociative disorders. Many state mental health 
departments include only one personality disorder (Borderline Personality Disorder) for 
inclusion but other research, including preliminary data .from our R34, suggests that 
people with Antisocial Personality Disorder may also be at increased risk as well as 
responsive to treatment. Therefore, we will expand the ROJ to include both Borderline 
and Antisocial Personality Disorders, provided that they also meet our functional 
impairment criterion. 
HIV Risk: Participants must report at least one HN risk behavior during the previous 3 
months. A three-month time period was chosen because it is consistent with previous 
methodologies (Carey, Carey, Maisto, Gordon, & Weinhardt, 2001; Melendez, Hoffman, 
Exner, Leu, & Ehrhardt, 2003) and because evidence suggests this is short enough for 
participants to recall behaviors with reasonable reliability and long enough to capture 
lower-frequency behaviors (Carey et al., 2004; Dancy, Marcantonio, & Norr, 2000). To 
extend the time period would threaten the validity of self-report data and to reduce the 
time period to a month (utilized by some studies) could miss episodic low frequency but 
high risk behavior, characteristic of this population. We are aware that a three-month 
window of time may exclude participants who may be appropriate for the study but were 
hospitalized or incarcerated for much of that time and therefore unable to engage in risk 
behavior. However, in order to fully test the intervention, it is important that participants 
have engaged in risk behavior during the three-month time period. 
We are operationally defining HIV risk behaviors to include the following: 1) 
unprotected (i.e. without an effective barrier) vaginal intercourse, 2) unprotected anal 
intercourse, 3) unprotected oral intercourse, 4) sharing intravenous drug needles and/or 
works without following CDC cleaning guidelines, and 5) engaging in sexual activity 
while under the influence of alcohol or psychoactive drugs. Although the risk of HIV 
related to oral intercourse is somewhat unclear, we have included it based on findings 
that oral lesions, STDs, and trauma to the oral cavity may increase risk of transmission 
via oral sex (Wolitski & Branson, 2002). The poor oral hygiene and periodontal disease 
in our target population, as well as high rates of STDs, suggest it is appropriate to include 
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oral intercourse as an HIV risk behavior. Clinical judgment will also be used to assess the 
degree to which these behaviors meet our criteria for risk. For example, unprotected 
intercourse with a monogamous partner known to be HIV -negative, would not be 
characterized as a "high risk" behavior. 
HIV Status: A key aim and innovation for this project is to increase the degree to which 
our participants access HIV Counseling and Testing (HC&T) services. In a 
comprehensive review ofHC&T services for the SMI, Senn & Carey (2009) note that "to 
date, no randomized controlled trials (RCTs) to increase HIV testing rates among 
individuals with an SMI have been conducted" . Individuals with both positive and 
negative HIV status will be recruited. HIV status will be assessed by self-report; based on 
our R34 we expect that approximately 20% (n=62) randomized participants will report a 
diagnosis ofHIV. We believe that a risk reduction intervention designed to target both 
primary and secondary prevention is a unique and innovative aspect of our proposed 
project and reflects clinical encounters in the "real world". 
Other Inclusion Criteria: Participants must be able to attend assessment and intervention 
appointments, have receptive and expressive English language skills sufficient for 
meaningful participation, and be 19 years of age or older. Although we are aware that 
Nlli defines children as under the age of21 , we are including people between the ages of 
19 and 21 , given high rates of new HIV infections for younger people. We will ensure 
that all individuals, regardless of age, are capable of providing informed consent. 
Potential participants will be excluded if mental status or substance use symptoms 
interfere with the ability to provide consent, comprehend the assessment and/or 
intervention materials, or will likely compromise the ability to benefit from the 
intervention. Ability to provide independent consent will also be required; we will 
exclude participants under a full guardianship. All participants will be carefully evaluated 
for clinical appropriateness and decisions related to their participation will be made on a 
case-by-case basis . 
Study Site 
Our primary recruitment site will continue to be the Boston Medical Center (BMC), a 
large urban safety net setting which yielded successful rates of recruitment for the R34. 
The principal programs(s) affiliated with BMC relevant to the proposed project are the 
Behavioral Health Outpatient Clinic, and the Center for HIV I AIDS Care and Research. 
BMC is also located within several blocks to a number of area shelters which were also a 
significant source of participants for our R34 who often heard about the pilot project 
during visits to the Emergency Department. A more detailed description of the study sites 
follows. Within the BMC system, there are a variety of programs and clinics serving our 
population of interest, including the BMC Emergency Department and the Ambulatory 
Care Clinic. 
The BMC Adult Behavioral Health Clinic, offered primarily through the Division of 
Psychiatry at BMC, provides a variety of services, including psychiatric emergency 
services, outpatient adult mental health, consultation/liaison psychiatry, the adult 
psychiatry residency training program, the Crisis Stabilization Unit, and a number of 
affiliated clinical research studies. The Clinic accommodates approximately 21 ,000 visits 
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per year, representing over 5,900 individual consumers. Visit types reflect a spectrum of 
treatment modalities, most notably individual therapy and psychopharmacological 
management. Psychiatric diagnoses include the full range of diagnoses, most commonly 
PTSD, other anxiety disorders, major depressive disorder, bipolar disorder, 
schizophrenia, and schizoaffective disorder. Co-morbid polysubstance abuse and/or 
alcohol abuse disorders are diagnosed in approximately 60% of patients. Approximately 
70% of services are insured through Medicaid or publically managed care, and 21% 
through Medicare. The Behavioral Health Outpatient Clinic, like BMC, serves an 
ethnically, culturally, and religiously diverse patient population. Approximately 45% of 
patients are African-American or of African descent, 16% are Hispanic/Latina, and 35% 
are White/Caucasian. The remainder are primarily Eastern-European refugees. Fifty-two 
percent of the patient population is female. 
The Center for HIVIAIDS Care and Research (CHACR) oversees all HIV/AIDS 
services at BMC, providing comprehensive primary care services, with ongoing 
physician, nursing, mental health, and case management services, as well as access to the 
latest clinical studies, to mostly uninsured or underinsured HIV -positive patients. The 
CHACR also conducts large-scale testing, education and intervention efforts for high-risk 
HIV -negative patients. The CHACR provides a variety of other services including 
referrals to addiction treatment, community outreach, mental health services, support 
groups for substance abusers, harm reduction groups, and women's health groups. BMC 
has a long history of providing successful HIV I AIDS services to marginalized 
populations and the CHACR operates one of the largest HIV/AIDS Centers in New 
England, serving approximately 1,200 active patients, with 300 additional patients each 
year who are less engaged in care. Center staff indicates that approximately 20% of these 
patients also meet criteria for SMI. 
The Boston Healthcare for the Homeless Program (BHCHP) is a unique program 
serving high-risk people with SMI. BHCHP partners with the Boston HealthNet system 
to integrate health care delivery in Boston. Program staff reports that in 2009 they will 
serve over 11,000 patients in more than 72,000 outpatient medical, dental, and mental 
health encounters. The Boston proper sites are estimated to serve over 2,000 consumers 
who are primarily homeless adults and families staying in emergency shelters, eating in 
soup kitchens, or visiting drop-in centers. 
Many of our participants have come from local shelters and affiliated residential 
programs and use our Emergency Department for acute care. The Pine Street Inn is the 
largest provider of emergency shelter, transitional services, and housing for homeless 
adults in New England. They serve approximately 1200 adults across programs each day, 
including housing, food assistance, job training, addictions counseling, healthcare, and 
literacy training. Permanent housing is provided for approximately 400 tenants in 24 sites 
throughout greater Boston, specializing in housing for people with mental illness and 
those living with HIV/AIDS . Pine Street also runs two emergency shelters (one of which 
is two blocks from BMC), which together shelter 700 homeless individuals per night. 
Counselors staffing shelters and other services are aware of our study and have been very 
supportive of our efforts. We did not have to formally recruit for our R34 pilot study, 
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however we plan to do so for the R01 , and anticipate that this site will be quite 
amendable. 
Rosie's Place, also located down the street from BMC, serves homeless women ranging 
from age 18 to 80, the majority of whom are women of color, many who have 
HIV/AIDS, addictions, and/or mental illness. Rosie 's Place provides emergency and 
short-term housing to more than 500 women, and also offers a variety of other services 
for approximately 3,000 women, including food assistance, long-term housing, medical 
and legal services, and literacy. Many of these services specifically target people with 
chronic mental illness. The Long Island Shelter houses 386 adult men and women per 
night. A central station site for transportation to and from the shelter is located down the 
street from Boston Medical Center, facilitating treatment and access of services at the 
hospital. St. Francis House, also located near Boston Medical Center, provides many of 
the services noted above for other programs. In a recent two-month period they estimate 
counseling 4,813 consumers, and a total of74,012 meals. The Shattuck Shelter, located 
in nearby Jamaica Plain, which is connected to Boston by public transportation, serves 
more than 3,500 individuals per year. They estimate providing emergency shelter, mental 
health treatment to 110 persons per night and providing street outreach workers, who 
interact with more than 1,300 persons per night, the majority of whom are living with 
addictions and mental illness. 
Self Referral. The majority of participants recruited for our R34 were referred by word 
of mouth by emergency room staff, friends or family members, fellow shelter residents, 
care providers or members of our CAB. We also posted flyers and brochures throughout 
BMC and local clinics and affiliated programs. 
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Appendix II: Raw Data Set 
SCID 
Current Total Total 
Health HIV Risk Depressed Unprotected Unprotected 
# Perception Perception Mood Vaginal Sex Anal Sex 
1 1 3 3 2 6 
2 5 3 3 0 0 
3 4 4 3 0 0 
4 2 1 3 12 5 
5 4 3 3 6 0 
6 3 98* 3 1 0 
7 3 1 3 121 0 
8 4 4 1 11 2 
9 4 3 3 0 82 
10 4 3 3 381 14 
11 3 5 3 3 0 
12 2 1 1 7 0 
13 2 3 1 0 0 
14 4 2 1 210 0 
15 4 1 1 22 0 
16 4 2 3 13 0 
17 4 3 1 7 0 
18 3 98* 3 15 0 
19 3 3 1 7 2 
20 1 1 1 6 0 
21 3 3 3 120 3 
22 4 3 1 2 0 
23 3 3 2 0 0 
24 3 3 3 7 0 
25 4 3 3 5 0 
26 4 2 1 2 1 
27 1 2 2 13 0 
28 4 2 3 14 0 
29 4 2 3 10 0 
30 4 2 3 3 0 
31 2 3 1 0 0 
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32 4 3 3 4 0 
33 3 4 1 25 0 
34 5 3 3 7 0 
35 4 4 3 22 2 
36 3 3 3 12 1 
37 5 3 3 9 0 
38 2 3 1 4 0 
39 2 1 1 0 0 
40 2 1 3 1 0 
41 4 1 2 so 0 
42 4 3 3 0 0 
43 3 2 3 68 0 
44 2 2 2 0 0 
45 4 5 3 31 15 
46 4 4 3 7 0 
47 2 2 3 10 1 
48 2 3 3 32 17 
49 3 4 3 24 68 
so 4 3 3 7 0 
51 3 2 3 72 24 
52 4 2 3 37 0 
53 4 3 3 12 0 
54 3 2 3 14 0 
55 5 3 1 22 1 
56 4 2 3 so 2 
57 5 3 3 0 0 
58 3 1 3 44 0 
59 4 2 3 3 0 
60 4 3 3 14 0 
61 3 3 3 31 0 
62 3 2 3 19 0 
63 1 2 3 6 0 
64 3 3 3 25 0 
65 4 2 3 7 2 
66 3 3 1 0 0 
67 3 3 3 258 0 
68 2 1 1 3 0 
69 3 3 1 so 0 
70 5 2 3 0 0 
40 
71 4 4 3 111 1 
72 3 3 3 53 2 
73 3 3 1 29 2 
74 3 3 3 61 0 
75 5 3 1 61 1 
*98 indicates "Don't Know" and were not included in the statistical analysis. 
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